predominant in the pelvic area. Ultrasonographic examination showed an empty uterus with fluid and echogenic mass in Douglas pouch ( Figure 1) . The ßhCG serum level was 1643 mIU / mL, a hemoglobin level of 55 mmol/ L and platelet count at 110.103/L. The clinic findings suggested an ectopic pregnancy, and then an emergency laparoscopy was performed. Exploration of the pelvis revealed a hemoperitoneum of approximately 600 ml of blood and blood clots which was aspirated. The uterus, both fallopian tubes and ovaries appeared normal ( Figure 2a ) but an embryo attached to the sigmoid arises from the Douglas pouch (Figure 2b) . A removal of the embryo and hemostasis were done by Ultracision.
The postoperative course was uneventful and the patient was discharged the day after surgery. The ßhCG level had returned to normal within two weeks after surgery.
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Histologic examination of the tissue confirms the diagnosis of abdominal pregnancy implanted on the sigmoid fringe with chorionic villi (Figure 3 ).
Discussion
Abdominal pregnancy (AP) is a rare entity. Its incidence is estimated at one per 10,000 births and represents 1.4% of all ectopic pregnancies (EP). Its incidence is probably higher in developing countries because of the high frequency of pelvic infections and a low socioeconomic level [1, 2] . In their study, Bang Ntamack, et al. report an incidence of 1/4447 births [1] . Infertility and IUD contraception are also found among the risk factors of the AP [1] [2] [3] [4] [5] .
There are two forms of AP: primary and secondary AP. The latter is usually due to tubal abortion or rupture of a tubal pregnancy implanting secondarily in the peritoneal cavity. It represents the majority of AP. AP secondary to uterine perforation is exceptional. The primary abdominal pregnancy (PAP) meets the Studdiford criteria [6] : «no uteroperitoneal fistula, absence of tubal and ovarian lesions and pregnancy related exclusively to the peritoneal surface and early enough to eliminate a secondary implantation after a first tubal implantation». Because the management of both situations is the same, another classification based on gestational age has been proposed. This classification separates early AP of less than 20 weeks from advanced AP evolving beyond 20 weeks of gestational age.
The PAP is a very rare entity that includes our case. Approximately twenty cases of PAP have been reported in the world literature, mostly located on the omentum, but only four cases of sigmoid implantation [3, 7, 8 ] of which only two were treated by laparoscopy as in our case [3] . The majority of AP is located in the pelvic area, but some cases have reported AP on the liver and spleen [9, 10, 4] .
Maternal mortality associated with AP is 7.7 times greater than those associated with other ectopic pregnancies and 90 times higher than those associated with intrauterine pregnancies [5, 11, 12] . Poole et al. [11] , postulate that the high risk of mortality in AP is due to delay in diagnosis.
Hallatt and Grove [13] , recommend immediate surgery as soon as the diagnosis of AP is established. According to these authors: "A risk of intra-abdominal catastrophe does not allow for a period of watchful waiting, nor does the high fetal mortality and malformation rate warrant delay for fetal indication."
AP develops poor clinical features that make it difficult to diagnose. There are several ways to diagnose AP, but many are too invasive or insufficient for an appropriate diagnosis. Ultrasonography is the only non-invasive examination to diagnose an ectopic pregnancy. Regardless of the method used, the diagnosis of AP remains difficult.
When laparoscopy is performed for suspected ectopic pregnancy and the tubes are normal, an exploration of the whole peritoneal surface must be meticulous to rule out an AP. In fact, at least 5 cases of AP that were misdiagnosed at the first laparoscopy were reported in the world literature [4, 5, 10, 14, 15] . However, two cases were formidable pitfalls [14, 15] . In the first case, the emergency laparoscopy discovered an ovarian bleeding evoking an ovarian pregnancy, while the AP was located on the ascending colon. The diagnosis was done by MRI [14] . The second case was a transfer of three embryos. Laparoscopy discovered a tubal pregnancy but two days after the first laparoscopy, a second procedure was performed because of an increasing ßhCG level, and then showed an abdominal pregnancy located on spleen [15] . Other studies have highlighted the difficulty in diagnosing AP because of their rarity and uncommon clinical findings. Moonen-Delarue et al. [11] , recommend to "think ectopic" because of an unfortunate experience of two successive misdiagnosed APs. In their study, Atrash et al. [16] analyzed the American Registry of maternal deaths related to AP and found that only 2 of the 11 patients who died from AP were pregnant of less than 12 weeks CG level gestation. They also noted that of all 126 previously reported abdominal pregnancy related deaths with known gestational age, 13% presented before 12 weeks. AP is a rare entity that necessitates early diagnosis in order to avoid complications, such as hemorrhage, that can be dramatic for both the mother and the fetus [12, 16] . The prognosis of this disease depends exclusively on the placental implantation, the removal of which is often difficult or impossible due to the implantation over major vessels, bowel, or other vital structures [15] [16] [17] [18] 9] . The placenta is often left in situ.
MRI, when available, shows the exact location of the placenta and its implantation site to assess the possibility of its removal. If this is not feasible, selective embolization of vessels supplying the placenta and / or in situ administration of methotrexate may be discussed. However, some unsuccessful diagnoses of placental implantation sites by MRI have been reported [9] .
When removal of the placenta is necessary, bowel preparation, assurance of sufficient blood products, and availability of a multidisciplined surgical team is required. Should such resources not be available, elective transfer of a woman with a known advanced extrauterine pregnancy to a level III hospital is appropriate to prevent a cataclysmic hemorrhage.
Conclusion
Ultrasonography, a serum ßhCG level and laparoscopic surgery have really improved management and prognosis of AP. Thus, over the last 20 years, the mortality rate associated with AP has decreased from 20% to 5%. Laparoscopy remains the treatment of choice in early AP. It allows for better recovery and fewer postoperative complications than laparotomy. The patient had successful pregnancy one year after the operation and gave birth to healthy baby on 2016. In advanced abdominal pregnancy (AAP), only laparotomy allows for adequate treatment. A placental implantation is the cornerstone of the AP which can be life-threatening because of the hemorrhage associated with its removal or infection if left in situ. The ideal is to remove the placenta to avoid serious complications. The bleeding risk can be reduced by selective embolization and / or using methotrexate in situ preoperatively. If the placenta is left in situ, the patient must continue to be monitored for possible complications such as infections or secondary peritonitis due to placental necrosis.
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